In 84 eyes the retina was reattachedfollowing one operation. The. failed after primary vitrectomy are included. These patients underwent one or mn procedures. The visual acuity is that measured 6 
apply, particularly to peripheral breaks or extensive 'suspicious' areas. Patients were instructed to posture postoperatively to encourage tamponade of retinal breaks.
Results

REATTACHMENT
The retina was reattached in 84 eyes with one operation (74%) and 14 eyes after further surgery (92%). Silicone oil was used in six of these reoperations and was still in situ 6 months after surgery. In nine eyes (8%) the retina remained detached. The results are related to preoperative features in Table 2. VISUAL ACUITY Best corrected visual acuity was improved in 92 eyes, unchanged in 14 and worse in eight (Fig 1) . Almost all cases in which the maculawas detached (n=88) showed improvement in visual acuity (80/88, 91%) and 22 (25%) achieved 6/18 or better (Fig 1) . When considering those cases with detached maculas with preoperative VA between perception of light and counting fingers (n=80), 72 (90%) improved and 18 (22 5%) achieved 6/18 or better 6 months following the final surgical intervention (Fig 1) .
PEROPERATIVE BREAK DETECTION
In 26 eyes no breaks were detected preoperatively. These comprised 18 eyes from the 'poor view' group and the eight eyes in which breaks were not found in spite of a good view (group 3 above). With careful internal search with the microscope and deep scleral indentation, breaks were found peroperatively in 16 of the 18 'poor view' eyes and small breaks were located in four of the eight cases in which the view had been good preoperatively.
SURGICAL COMPLICATIONS
Small iatrogenic breaks occurred in four eyes. Gas went under the retina in two eyes after incarceration of vitreous in a sclerotomy site produced traction on breaks and immobility of adjacent retina (allowing passage of gas through the breaks). Choroidal haemorrhage occurred in four eyes as a result of peroperative hypotony and serous choroidal detachment occurred in three. In two of these placement of sutures had damaged vortex veins. Anterior chamber haemorrhage occurred in one eye with an AC implant and lens touch occurred in two.
FAILURE AFTER THE FIRST PROCEDURE
Undetected breaks were found to be the cause of redetachment in at least 18 of the 30 eyes that failed after the first procedure (Table 3 ). In one case an entry site break, not seen at the time of vitrectomy, was the cause of redetachment. In three cases redetachment appeared to be due to progressive PVR despite adequate break closure. 18 of the 30 cases that failed after one operation an additional break, missed at the time of surgery, was the cause. Improved surgical technique with more conscientious peroperative break searching might have prevented some of these failures but residual peripheral opacities in the media, particularly in the presence of cataract or a lens implant, will probably continue to cause difficulty. When the view of the retina was poor (62 cases) there was a 71% success rate with one operation and a final success rate of 94% (Table  2) .
Pars plana vitrectomy with internal tamponade, and therefore less dependence on scleral buckling, has led also to a re-evaluation of the role of vitrectomy in management of large breaks or a complex arrangement of breaks. In these cases conventional surgery such as the drain, air injection, cryotherapy, and explant sequence involves extensive scleral buckling with drainage of subretinal fluid and injections into the vitreous cavity. "'-These operations are not only technically difficult to perform when the arrangement of buckles is complex, but, in addition to complications associated-with external SRF drainage and gas injection, they also carry an increased risk of postoperative pain, anterior segment ischaemia, oculomotor imbalance, and altered refractive error.'0'3 In this series scleral buckles were used in all cases of detachment complicated by PVR Table  2) .
The main cause of redetachment after the first operation was failure to detect (and close) all of the retinal breaks in detached retina (Table 3) . This is also the commonest cause of failure after conventional detachment surgery.24 A careful search offlat retina should also be made as it may contain breaks. Unsealed breaks in flat retina in a vitrectomised eye are unforgiving and two cases in this series redetached as a result of an undetected break in previously flat retina (Table 3) . Of the 31 eyes in which either none or only some of the breaks were buckled no failures were judged to have been caused by reopening of an unbuckled break. Of the complications encountered at surgery, iatrogenic breaks were recognised in four eyes, were closed and did not contribute to failure. Choroidal haemorrhage however remains a significant complication and two of the four cases in which it occurred subsequently failed as did the two cases where gas had entered the subretinal space. Improving surgical techniques will no doubt lower the incidence of these complications.
We were uncertain of the effect of vitrectomy on the progression of PVR. Of the 30 patients with early PVR 21 (70%) were reattached with one operation compared with a similar number in which there was no obvious PVR (58 out of 80; 69%). There were 10 cases (8%) in which redetachment was complicated by progression to severe PVR and membrane dissection with
